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WHAT’s IN A NAME 


Whose name is signed to infant feeding instructions in your 
community—the manufacturer’s or yours? 
You are the doctor. 


Does the family physician instruct the mother of a baby to go to a 
drugstore and follow the druggist’s advice as to the selection of a 
food for the infant’s requirements? Hardly ever. 

Generally the doctor writes his feeding formula just as he does 
any other prescription and changes it from time to time to suit the 
requirements of the individual infant. His name and reputation are 
at stake. ‘The baby's nutrition must be considered and possibly its 
life may be saved by proper food. 


FIRST THOUGHT 


BREAST MILK 


SECOND THOUGHT 


Cow's Milk, Mead’s Dextri-Maltose and Water 


The physician who uses Meads Dextri-Maltose when artificial 
feeding is necessary controls his case. ‘There is no outside inter- 
ference and his creative talent has full scope because Mead’s Dextri- 
Maltose is supplied without directions on the packages and no ad- 
vertising is done to the laity. 


An ethical product offered exclusively to the medical profession 
must have merit. Will you investigate? 

Phamphlet describing methods for prolonging breast milk, and 
samples of Mead's Dextri-Maltose, will be sent to physicians on re- 
quest. 


MEAD JOHNSON & COMPANY, 


Evansville, Indiana 
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EDITORIAL 


MILITARY COMMITTEE 
APPOINTED 


The letter published below is self ex- 
planatory, and we would like to see the 
members of the South Carolina Medical 
Association respond promptly to the oppor- 
tunity for enlistment in the Medical Re- 
serve Corps. The following Committee has 
been appointed and stands ready for prompt 
service : 

Dr. Curran B. Earle, Greenville, S. C., 
Chairman; Dr. E. A. Hines, Seneca, S. C., 
Secretary; Dr. W. H. Powe, Greenville, S. 
C.; Dr. Baylus F. Sloan, Walhalla, S. C.; 
Dr. Robert S. Cathcart, Charleston, S. C.; 
Dr. Harry H. Wyman, Jr., Aiken, S. C.; 
Dr. George Bennett, Columbia, S. C.; Dr. 


F. H. McLeod, Florence, S. C.; Dr. E. W. 
Pressley, Clover, S. C.; Dr. C. W. Kol- 
lock, Charleston, S. C. 

The Secretary, 

Medical Society, State of South Carolina, 
Seneca, South Carolina. 

My dear Doctor: 

In order to properly meet the responsibili- 
ties of the medical profession of America 
in the program for national defense it is 
necessary to accomplish the enrollment of 
all eligible men of the profession in the 
Medical Section of the Officers’ Reserve 
Corps. 

I am sure it is obvious to you and the 
members of the society of which you are 
a member that the organization of an ade- 
quate medical reserve contemplates and re- 


i 
ee 
ty 2 
> | 


2 JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 


quires the support and encouragement of 
all members of the profession. 

The advantages of enrollment and classi- 
fication in time of peace of the body of the 
profession are conspicuous and include an 
avoidance of a repetition of the majority of 
the inequalities and defects which develop- 
ed as result of our state of unpreparedness 
for the World War. 

It is the desire of the War Department to 
organize and develop the Reserve Corps so 
as to provide recognition by promotion in 
grade and assignment to function in or- 
ganizations in time of peace which will 
entail the minimum imposition of hardships 
on men called to active duty in emergency 
and will insure military efficiency. 

In order that a better understanding of 
Reserve Corps affairs may be developed in 
medical soc’eties, it is proposed that a mili- 
tary committee be appointed in each society. 

The purpose of this committee will be: 

(a) To establish and maintain contact 
with the War Department through the Sur- 
geon General. 

(b) To promote the organization of the 
Reserve Corps by procurement of enroll- 
ments therein. 

(c) To receive information from the 
War Department in connection with the Re- 
serve Corps and to convey the same to the 
society. 

(d) ‘To convey the recommendations of 
the. society for the improvement of the or- 
ganization and training of Reserve Officers. 

In brief to establish an agency for the 
development of a more intimate association 
between the members of the profession and 
the War Department. 

The organization of the Medical Section 
of the Reserve Corps is an outstanding 
obligation of my office and since proper 
organization of the medical men of the 
country for its defense program is a pro- 
blem which concerns and I am sure inter- 
ests each member of your society. I am ask- 
ing a continuance of your support and sug- 
gest, if appropriate, that the proposed liaison 
be effected. 


It is requested that this matter be brought 


. to the attention of your society and if it is 


considered appropriate to organize a military 
committee that this be done and the names 
of the committee be furnished me. 
Very truly yours, 
M. W. Ireland, 
Surgeon General. 


TRI-STATE MEETS IN GREENVILLE 


South Carolina in honored this year in 
having the Tri-State meet within its borders. 
Many of the best men in the Southern 
States are members of this splendid or- 
ganization and we urge the members of 
the South Carolina Medical Association to 
go to Greenville and extend the glad hand 
of welcome. The following information 
has been sent out by the Secretary, Dr. 
J. H. Hall of Richmond: 

“The Tri-State Medical Association of 
the Carolinas and Virginia will hold its 
twenty-sixth annual session in Greenville 
South Carolina, on Wednesday and Thurs- 
day, February 20-21, 1924. The Imperial 
Hotel will be headquarters af the Associa- 
tion. A session will be held morning and 
afternoon and also on the evening of the 
20th. Only forty titles may be placed on 
the program and the five sessions will give 
ample time for each paper to be read and 
discussed. The Association will meet in a 
single section. 

It is hoped that the usual preliminary 
exercises may be entirely dispensed with 
and that immediately after the Association 
has been called to order, the reading of the 
papers may begin. 

The physicians of Greenville have been 
requested not to attempt to provide enter- 
tainments of any kind. ‘The real business 
of this organization of physicians is the 
diffusion of medical knowledge and the en- 
tire time of the meeting will be devoted to 
that purpose. The Association is not in- 
terested as a body in medical or other 
policies, but its purpose is to make better 
doctors of its members. 
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The program is being rapidly formulated 
and every indication points to a splendid 
meeting. 


THE ORANGEBURG MEETING 
SOUTH CAROLINA MEDI- 
CAL ASSOCIATION 
APRIL 15-17, 1924. 


The meeting at Orangeburg in 1924 
promises to be no less successful than all 
of those which have gone before. The 
officers have been maturing plans for many 
months. The program is well under way; 
even at this writing many titles of papers 
are already in hand. It will be highly 
gratifying to the entire profession of South 
Carolina to know that Dr. Bloodgood of 
Johns Hopkins, will deliver the address in 
Surgery. The names of other distinguished 
invited guests will be announced later. 


WOMANS AUXILIARY 


At the Charleston meeting of the State 
Medical Association, the House of Delegates 
authorized the organization of the Womans 
Auxiliary. Under the splendid leadership 
of the president Mrs. R. S. Cathcart of 


Charleston, much work has been done to- 
wards perfecting the organization all over 
the state. About twenty states have al- 
ready followed the initiative of Texas 
where for several years a most efficient 
organization has existed. 


ANDERSON SOCIETY BANQUETS 


The Secretary-Editor attended the meet- 
ing of the Anderson County Medical 
Society at the Country Club January 11th 
and was greatly impressed with the high 
character of the Scientific work being 
done. Professor E. E. Murphy of the 
Medical Department of the University of 
Georgia delivered address of the evening 
on the subject of “The Progress of Medi- 
cine in the Past Twenty-five Years.” This 
address was a literary masterpiece as well 
as of intense scientific interest. 

About fifty doctors sat around the ban- 
quet table and the cordial fellowship was 
indeed inspiring to the large number of 
visitors. The President, Dr. G. S. Clink- 
scales and the Secretary Dr. Lee Milford, 
deserve credit for the enthusiasm of their 
society. 
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ABSCESS OF THE LUNG WITH THE 
REPORT OF TWO CASES 


By N. B. Heyward, M. D., Columbia, S. C. 


DeFrnitTion: A_ suppurative inflama- 
mation, involving the lung substance. 

Errotocy: ‘There are two main causa- 
tive factors: (1) Aspiration of foreign 
bodies and infective material into the 
bronchi and (2) the  post-pneumonic. 
These two factors will account for at least 
95 per cent of all cases. Amcng less fre- 
quent causes (3) bronchiectasis, (4) 
septic emboli, (5) rupture of contiguous 
areas of suppuration into the lung, as liver 
abscess, subphrenic abscess and empyema, 
(6) chronic pulmonary diseases in which 
secondary infection occurs as cancer, der- 
moid cysts, tuberculosis, sarcoma, echino- 
coccus cysts, tertiary syphilis and _ others. 
In the past few years there have been re- 
ported a number of cases of abscess of the 
lung following tonsilectomy. In a_ series 
of 100 consecutive cases published by Wes- 
sler, 21 followed tonsillectomy. Twenty- 
eight per cent of the cases of lung abscess 
seen in the Mt. Sinai Hospital, N. Y., fol- 
lowed tonsillectomy and 16 of 54 cases seen 
in the Mayo Clinic followed tonsillectomy. 
It is interesting to note that in 25,000 ton- 
sillectomies under local anaesthesia in the 
Mayo Clinic there resulted only one lung 
abscess. 

Morsi ANATOMY: ‘The abscess cavity 
or cavities may vary in size from one 
centimeter or less in diameter to one 
involving a whole lobe. The cavity 
may be single or multiple. The lesions 
are found 2% times as often on the 
right side as on the left and 2 times as of- 
ten in the lower lobes as in the upper. The 


Read before the South Carolina Medical Association, 
Charleston, S. C., April 19, 1923. 


ORIGINAL ARTICLES 


cavity contains the ordinary constituents of 
pus and usually, in addition, fragments of 
lung tissue. The walls of the abscess are 
shaggy and irregular in the acute cases but 
are apt to be smoother and more regular in 
the more chronic cases. There is an early 
and marked tendency to the formation of 
connective tissue about the abscess. In the 
acute abscess there is a surrounding area 
of inflammatory infiltration. The pleura 
may be involved and form one wall of the 
abscess. The cavity often communicates 
with a bronchus and in this way the abscess 
is drained and may heal spontaneously. Or 
the abscess may rupture into the pleura 
and on draining this a cure may result. 

Symptoms: These vary with the cause 
and the size and the number of abscesses 
present. During the course of a general 
sepsis there may be no symptoms attracting 
the attention of the physician particularly 
to the lungs. The lesions may be only di: 
covered at autopsy. 


In the cases following a pneumonia, it 
may be weeks before a diagnosis of a lung 
abscess can be made. But the persistence 
of the temperature and it assuming a 
‘‘choppy” character with the expectoration 
of increasingly larger amounts of sputum 
makes one suspicious of the formation of 
an abscess and the signs of a cavity may 
be made out if the abscess empties itself. 
In the acute abscesses a marked drop in 
temperature with a coincident improvement 
in the subjective symptoms may follow the 
expectoration of an unusually large amount 
of purulent material. Cough, dyspnoea, 
emaciation, pain in the chest and the ex- 
pectoration of purulent sputum go with 
most cases of lung abscess. Clubbing of 
the fingers and watch-crystal nails are 
found in most cases which pass the acute 
stage. Abscesses following the aspiration 
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of foreign bodies are characterized by the 
early onset of septic temperature, cough, 
dyspnoea and pain in the chest. The diag- 
nosis is made by means of the X-Ray, as 
a rule. ‘The sputum in abscess of the lung 
undergoes a marked change. In the acute 
cases it is not apt to be foul but in the 
chronic cases the odor is very foul. The 
color changes, becoming grass green or 
dark brown. The sputum contains elastic 
tissue and the finding of this in sputum is 
said to be diagnostic of lung abscess or 
gangrene. 

CoMPLICATIONS: A pleurisy almost in- 
variably is present with a lung abscess if 
it be near the periphery of the lung. If 
the abscess ruptures into the pleura, an 
empyaema occurs, Pulmonary haemor- 
rhage and brain abscess are the two most 
common complications. 

Diacnosis: This is a disease of symp- 
toms rather than of physical signs. The 
X-Ray offers the surest and quickest method 
of making a diagnosis in most of the cases. 
It must be differentiated from empyema, 
bronchiectasis and pulmonary tuberculosis 
with cavity formation. 

Procnosis: This depends upon the 
cause and the number of abscesses in the 
lung. In the multiple abscesses in a gen- 
eral pyaemia, the outlook is ml. Abscesses 
due to foreign bodies are very fatal. In 
abscesses following broncho-pneumonia, the 
prognosis is a little better. The longer an 
abscess persists, the greater the danger of 
eroding a blood vessel and a consequent 
pulmonary haemorrhage or of exhaustion 
and sepsis. 

TREATMENT: Prophylactic. In_tonsil- 
lectomy the following measures have been 
advised: (1) Local anaesthesia wherever 
possible, (2) light anaesthesia, (3) head 
kept low until thoroughly aroused after any 
general anaesthesia, (4) allow no blood or 
mucus to accumulate, and (5) better 


haemostasis in such work. 
MEDICAL: 
oughly tried out in all cases. 


This should be most thor- 
If it be pos- 


sible to find some posture in which the ab- 
scess drains itself, this posture should be 
assumed frequently and the sputum coughed 
up. The abscess can be healed in this way 
in some cases. Inhalations are useful to 
offset the foul ordor thereby improving 
the patient’s mental outlook and desire for 
food. A large number recover spontan- 
eously by emptying themselves. Broncho- 
scopic examinations are advocated by some 
to stretch the bronchi and thus facilitate 
drainage of the abscess. In the early 
stages the treatment can only be supportive 
and symptomatic. 

SurcicaL: ‘The only hope for those that 
do not drain themselves is surgery. In 
some cases where the abscess is near the 
periphery it can be drained by putting a 
tube into it. Some advocate the excision 
of the entire lobe which is affected. Ruch 
of Detroit recently reported a small serses 
of cases of acute lung abscess treated by 
means of artificial pneumothorax with 80 
per cent of cures. ‘Lhis is used in cases 
from the second to the fourth week and 
the pressure should be maintained for four 
weeks in acute cases and much longer in 
chronic cases. Meyer of New York thinks 
that the application of different.al pressure 
in thoracic operations to prevent an opera- 
tive coilapse of the lung is most important. 

Report of Case 1. Mrs. A. V. H. White, 
25, Married. Travels with her husband, 
selling aluminum ware. Her family and 
past history were not relevant with the ex- 
ception that in February 1922 she had her 
tonsils removed under a general anaesthetic. 
A few days post-operative she developed a 
high temperature, cough and expectoration. 
These persisted except that the temperature 
disappeared after a month. She soon be- 
gan to raise considerable amounts of spu- 
tum at a time and the odor soon after be- 
came foul. She was put to bed for about 
6 weeks during July on forced feeding and 
gained considerable weight. | When she 
got up the cough and expectoration soon 
became as bad as ever and has steadily be- 
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come worse. Once or twice a day she 
will raise 8 to 10 oz. of thick, brown colored, 
very foul sputum. She has lost some 
weight. Her appetite was good and her 
bowels regular. She came for examination 
to find out why she was still coughing up 
so much sputum and why it was so foul. 

Physical Examination. The patient was 
a young, fairly nourished white woman. 
She coughed constantly, raising a_ thick 
brown sputum which was very foul in ordor. 
Temperature 98.6, Pulse 96, Respiration 
22. Her physical examination was _ not 
relevant except that her tonsils were not 
present, there was a very noticeable club- 
bing of her fingers and in the right upper 
anterior chest below the clavicle and high 
in the axilla there was broncho-vesicular 
breathing and a few rales on coughing. 
Lungs otherwise clear. Urine negative. 
White Blood cells 8,800, Polys 62 per cent. 
Haemoglobin 70 per cent (Dare). Three 
specimens of sputum were negative for 
tubercle bacilli. X-Ray showed an abscess 
in right upper lobe, the size of a small 
orange, near the periphery of the lung and 
at the level of the 2nd, 3rd, and 4th ribs. 


A diagnosis of chronic lung abscess with 
a small opening into a bronchus was made 
and surgery advised as it seemed to be very 
favorable for drainage through the axilla. 
On Nov. 8th, 1923 a thoracotomy was 
done and much to our surprise there were 
no adhesions of the lung to the chest wall 
as we confidently expected. The wound 
was packed with gauze and six days later 
a piece of rib was resected and a tube put 
into the abscess cavity. She did _ badly. 
Eight days later the X-Ray reported an 
empyaema on that side but a solid lung 
was found on the occasion of a_ second 
thoractomy. An X-Ray a_ week later 
showed the consolidation in the lower lobe 
to be clearing rapidly but the patient’s gen- 
eral condition was alarming. She died two 
days later of a general sepsis. The pictures 
showed the right side of the diaphram to 


be markedly pushed up but no pus could be 
aspirated. Autopsy refused. 

Case 2. E. C. White, 10, school girl. 
Tonsils and adenoids out in 1917. Pyeli- 
tis in 1919. Present illness started with a 
high temperature in August 1922. It is 
said to have come on gradually. Seen at 
that time, she had the physical signs of 
fluid in the left pleura. Needle put in but 
no fluid found. X-Ray showed consolida- 
tion of practically the entire left lung. This 
temperature slowly subsided and the patient 
put on considerable weight during this past 
winter. The physical signs remained un- 
changed. In December she had an acute 
attack with high temperature, cough, etc. 
which lasted two weeks. She was seen on 
March Ist, 1923 with temperature of 105, 
rapid respiration and constant cough. Spu- 
tum swallowed. Her physical examination 
was almost identical with that made in Au- 
gust and at various times during the past 
winter when she was free of fever. Her 
urine was entirely negative. White blood 
cells, 34,900, Polys 93 per cent, Hb. 80 
per cent (Dare), Sputum, negative, Tbc., 
Tuberculin negative. We felt sure that this 
little patient had pus in her chest so she 
was put to sleep and the lung punctured 
with an aspirating needle 8 times in every 
part of the lung, but no pus was found. 
About two weeks later the effort was re- 
peated and a_ small abscess found and 
drained by a thcractomy. This did not re- 
lieve the temperature, however. This pa- 
tient must have other small abscesses in the 
lung. She is still under treatment and fur- 
ther needling will have to be done when her 
general condition warrants it. 


BIBLIOGRAPHY 


Osler’s Modern Medicine. Vol. III. 

American Journal Med. Sciences, Septem- 
ber 1922. 

Progressive Medicine, March 1923. 

Observations on Lung Suppuration, Willy 


int 


Me 
Lu 
( 
Th 
La 
é 
DR 
tre 
: the 
cas 
up 
Do 
lur 
5 dri 
pos 
sid 
ab: 
Se 
sid 
fill 
an 
It 
the 
ha 
ple 
we 
of 
tal 
cai 
lat 
tol 
no 
Sh 
sol 
on 
kn 
col 
ali 
au 
: fal 
ab 
ly 
ay" = 


JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 7 


Meyer, Archives of Surgery, January, 
1923. 

Monographic Medicine, Vol. II. 

Lung Abscess, McCready & Heuer. Ar- 
chives of Surgery, Jan. 1923. 

Oxford Medicine, Vol. II. 


The Principles & Practice of Medicine, Os- 
ler and McCrae, 9th Edition. 


Lung Abscess, A. L. Lockwood, Archives 
of Surgery, Jan. 1923. 


DISCUSSION 


DR. G. H. BUNCH (Columbia): 

I have had many cases of empyema _ to 
treat and am fairly familiar with it, but to 
the best of my knowledge this is the first 
ease of lung abscess that I have been called 
upon to operate, the first case presented by 
Doctor Heyward. Certainly the treatment of 
lung abscess is that of any other abscess— 
drainage. We should take advantage of 
posture and if the abscess is on the right 
side, turn the patient on the left side so the 
abscess may drain through the bronchus. 
Second, do a collapse of the lung on that 
side, allowing the pleura on that side to be 
filled with air or gas and the lung to collapse, 
and automatically the abscess walls collapse. 
It would have been better if we had tried 
that in this case. Then of course, third, we 
have the radical procedure of going in and 
placing a tube in the abscess cavity. Here 
we were unable to do that at first because 
of the lack of adhesions between the parie- 
tal and visceral pleura, so we packed the 
cavity with gauze to form adhesions and 
later put in a tube. This drained satisfac- 
torily, but for some reason the patient did 
not get well as fast as we had hoped for. 
She evidently had secondary pus collection 
somewhere. Why the diaphragm was higher 
on’ one side than on the other, I do not 
know. I do know we needled that side 
compietely, and there was no abscess there, 
the X-Ray to the contrary notwithstanding. 
I do know the patient is dead, and I would 
almost have given my right arm for an 
autopsy, but we had no way of forcing the 
family to consent to this. I do know the 
abscess in the apex of the lung was thorough- 
ly drained and there was no leakage of pus 
into the free pleural cavity—-no formation 


of empyema on that side. Later we made 
an opening into the thoracic wall and neediea 
it thoroughly. This is the only case I have 
had of lung abscess. When we first went tc 
drain the cavity and found no adhesions, at 
that time it would have been comparatively 
easy to remove the upper lobe of the right 
lung and remove the pathology, and in this 
way I believe we could have cured the pa- 
tient. 


DR. W. R. WALLACE (Chester): 


I believe lung abscesses are more common 
than we commonly think, or perhaps than 
we used to think. I was glad to believe that 
they were so rare that I did not take the 
condition into consideration until one ab- 
scess ruptured almost in my face. I have 
had two cases in my private practice and 
three in consultation, and one which I had 
the privilege of observing. The cases I had, 
the first was one in which I was unable to 
get an X-Ray because the patient refused to 
come into the hospital, and after several 
weeks he came in, and one morning when I 
was ready to go in, the abscess suddenly 
ruptured. The second case had a history 
of broncho-pneumonia. I made a diagnosis 
of tubercular lesion, but finally this case 
ruptured suddenly and recovered. 

The case that was most interesting was the 
last one, a man who was shot in a blind tiger 
raid, a wound of the lower jaw that took , 
away the sublingual muscles and _ also 
part of the trachea. A plastic operation was 
done, but all the while, on account of the 
opening in the trachea, there was a little 
oozing which probably caused the develop- 
ment of the abscess. The X-Ray showed a 
very definite shadow, as in Dr. Heyward’s 
cases, but on account of the luck we hed had 
in the other cases rupturing suddenly, we 
decided to try watchful waiting and con- 
servative treatment. It finally ruptured and 
he got well. 

In regard to posture, it is a good plan to 
put the patient in the Trendeleaberg posi- 
tion and have him strain as if to vomit, and 
in that way he gets up some pus. The 
cases I had did not have foul smelling pus 
before rupture, nor did ihey have very much 
sputum. But of course after the rupture, 
there was the foul smelling pus that I do not 
think comes from anything else except lung 
abscess. 
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DR. JULIUS H. TAYLOR (Columbia): 


I was particeps criminis in the last case. 
It has been my misfortunte to have two of 
these cases. One was nearly tragic, and I 
am afraid the other is going to be tragic. 
A lung abscess case can be as beautiful as 
a sunset; on the other hand what are the 
possibilities? One of these cases was a wo- 
man weighing about 300 pounds, who had had 
a hysterectomy, and who for some two months 
had run a septic temperature. Finally she 
was sent to Columbia, and we found by the 
X-Ray a shadow under the scapula, made a 
diagnosis of lung abscess, resected a rib. 
And here is a little point in the technique. 
When you needle a lung abscess, leave your 
needle in piace so as to have a guide to your 
cavity. Resect your rib, open your forceps, 
get astride of the needle and leave the needle 
in the cavity; then open the forceps and take 
the needle out and you have an entrance to 
the abscess cavity. What happened in this 
case where we did that? Adhesions of the 
lung and of the pleura following our need- 
ling opened the abscess and we got about 
two or three ounces of pus. We thought it 
was all over. The temperature dropped, but 
in two weeks she had an empyema. We did 
a resection of the rib to drain the empyema: 
then she had a sub-diaphragmatic abscess; 
drained that. Doctor Watson saw the case 
in consultation. Finally she got down to a 
haemoglobin of 18 per cent. We then told 
the patient it was a question of gas again, 
with almost certain death, and her people 
said they preferred to take her home and 
let her die. In ten days the doctor who 
brought her in was called suddenly—she had 
had a sudden rupture and recovered. 


DR. J. F. TOWNSEND (Charleston): 


These lung abscesses can ‘be treated by the 
bronchoscopic method, and I would advise 
the doctor to read up on that. Where you 
cannot find the pus you can look through the 
bronchoscope and find where the pus is. 

With the use of the bronchoscope you cer- 
tainly do not get recurrence between the 
pleurae, and you are apt to get better drain- 
age. 


DR. C. W. KOLLOCK (Charleston): I wish 
to discuss this more from the tonsillar as- 
pect. My experience would lead me _ to 
believe that much can be done to prevent 


lung abscess following a tonsillar operation 
if we are careful in the examinaton of the 
case—first to see that there is no acute in- 
flammation of the tonsil present, and sec- 
ond that there is no temperature when we 
operate. You will find in a great many 
tonsil cases that apparently are doing well, 
if the temperature is taken they have one- 
half to one degree of temperature. Time 
and again we have had to send these cases 
to the hospital for a few days until the 
temperature subsided. I do not operate on 
any case that has ‘temperature. 

Then my experience is that an operation 
done under a general anaesthetic is better 
than one done under a local. We all know 
we have better control of the patient under 
a general anaesthetic. I do not care how 
quiet and phlegmatic the patient is, he will 
to a certain extent become excited under a 
local anaesthetic and you do not have the 
control, even though you may have used a 
large quantity of novocaine and used adre- 
uailn .O prevent bleeding. 

Ano.her thing is the posture. So many 
men who operate op patients under local 
anaesthesia have them in a semi-recumbent 
posture, which of course is conducive to 
swallowing the blood and other material. 
Children of course are always operated under 
a general anaesthetic. In these cases my rule 
and custom is to operate upon them, not in 
a deep state Of narcosis, DUL [hal Lney snould 
be under surricienuiy to prevent struggiung 
and to msure cOntroi. Anovner thing 1s 
the head snouid be nanging weil back, so they 
cannot swaliow the biood. Again, we tre- 
quen.ly tind on taking out ihat cheesy 
matter is pressed out, and if you are not 
caretul that may be inspired. We should be 
very careful to remove that and not let it 
go down. 

Some men have said that the ether appa- 
ratus we use blows septic material into the 
windpipe. I think that is very unusual, if 
it occurs. We use a suction apparatus to 
remove the blood, which generally takes out 
most of the material which comes from the 
tonsil, and while I do not pretend to brag, 
I have been operating at the Roper Hospital 
since the war and as yet I have not had a 
case of lung abscess. 


DR. T. M. SCHARLOCK (Charleston): 
I had one case of lung abscess where the 
man would not submit to operation, but he 
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had a rupture ard got well. Several years 
aso tu Now Tork Decter 
did several cases of lung abscess. He went 
dowa into the lung, after locating the abscess, 
and washed the cavity out with olive oil. 
He claims it forms a capsule around the 
cells. I saw the first case, and it was fine. 


DR. N. B. HEYWARD (closing): 

I want to congratulate Doctor Wallace on 
the luck he had in his cases. I tried to get 
these cases to drain, but they would not, so 
something had to be done. 

Those who have been using the broncho- 
scope seem quite enthusiastic over it, and it 
does seem to me there might be something 
in it. The cases that drain early as a rule 
do not need a bronchoscope. But some do 
not drain, and then we have to do something. 


BLOOD TRANSFUSION IN SURGERY 
By D. L. Maguire, M. D., Charleston, S. C. 


The evolution of blood transfusion pres- 
ents an interesting history of alternate suc- 
cess and failure. Numerous instance have 
been recorded, where from earliest times 
the mind of man has been fired by the 
possibility of restoring health, vigor and 
youth to the aged and infirm by the injec- 
tion of blood from the young and healthy. 
Wonderful possibilities offered themselves 
and there has been no paucity of investiga- 
tors but insurmountable difficulties pre- 
sented themselves and so the operation was 
not placed upon a practical basis until later 
years. As was aptly expressed by an Eng- 
lish writer ‘“Transfusion is a sort of Will 
of the Wisp of Science, holding out the 
most brilliant prospects but never seem to be 
realized.”’ 

In 1492 the lives of three doners were 
sacrificed in an attempt to prolong the life 
of Pope Innocent VIII by transfusion which 
was unsuccessful. A. H. Mathews flatly 
denies this occurence in “The Life and 
Times of Rodrigo Borgia. In speaking of 
this, Mathews states that the idea of trans- 


Read before the South Carolina Medical Association, 
Charleston, S. C., April 19, 1923. 


fusion could not occur to anycne to whom 
the circulation of the blood was unknown 
and secondly that the phenomenon of the 
circulation of the blood was not discovered 
until the seventeenth century. There are 
no convincing records of any transfusion 
being done before William Harvey’s impor- 
tant discovery of the circulation. It was 
not until 1616 that Harvey presented his 
views to the College of Physicians and it 
was 1628 when he published his treatise on 
Motion of the Heart and Blood. 

In medical literature, mentions are made 
of transfusions by an Italian physician 
Francesco Folli in 1654 and by Daniel of 
Leipzig in 1664 but most historians give the 
credit to Wren of conceiving the idea of 
using infusions in bloodvessels, and to 
Richard Lower of England and Jean Denys 
of France of being the first to 1 2ally carry 
out the procedure. Lower carried out the 
first transfusion on dogs in 1665 and in 
1666 Denys first sucessfully transfused a 
man by using lambs blood. Lower used a 
cannula and connected the artery of one 
animal to the vein of another. 

There then followed many years of use 
and disuse, of success and failure and of 
petty jealousies. That the failures were 
far greater than the successes can be seen 
in the action of the French Government, 
which forbade the procedure until the 
Faculte of Paris should give its approval. 
This was not obtamed and for more than a 
century the practice of bood transfusion was 
given up. 

During the years from 1817 to 1863 
Medical history records the names of 
Blundell, Sheele, Diafenbach, Dumas, 
Prevost, and Bischoff as being most con- 


spicuous in propagating knowledge of _ 


blood transfusion. During this period the 
use of defibrinated blood came into vogue 
and was used quite extensively. During the 
Franco-Prussian war 37 transfusions were 
reported. All of these were done with de- 
fibrinated blood and 13 were successful. 
Geselius and Hesse in 1874-1875 respec- 
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tively advised the use of animal’s blood for 
transfusion, lamb’s blood generally being 
used. 

From 1863 to 1884 transfusion was 
supposed to be a “cureall’’. It was not 
until Landois in 1875 demonstrated that the 
red cells of one species when injected into 
a different species of animal are destroyed 
that all attempts at transfusing with 
heterogenous blood cells were dicarded. 
Likewise also it was pointed out by Kohler 
in 1877 that the use of defibrinated blood, 
even from animals of the same species in- 
creased the danger of transfusion, because 
of the excess of Fibrin ferment injected and 
hence the increased tendency of intravas- 
cular clotting. After this time, blood trans- 
fusion was abandoned as a_ therapeutic 
measure and from this time up to the begin- 
ing of the present century, transfusion was 
mentioned in medical literature chiefly as a 
matter of historic interest. 

In 1898, Crile of Cleveland began a series 
of experiments which marked the introduc- 
tion of transfusion as a safe and valuable 
therapeutic procedure. He began by using 
arterio-venous suture, which originated 
through the work of Payr and Murphy. He 
later adopted the ring-canula method, first 
suggested by Nitze in 1897 and carried out 
by Payr in 1900. Jensen, in 1903, experi- 
mented with several methods, and in his 
report favored suture technic. Hopfner in 
Von Bergemann’s clinic 1903 used the ring 
method in twenty-eight cases and concluded 
that it was inapplicable to vessels smaller 
than 3 MM in diameter. The technic of 
vascular anastomosis became so perfected 
through the work of Carrel of the Rocke- 
feller Institute that this method came into 
vogue. Crile’s cannula was modified by 
Janeway, Elsberg, Soresi, Bourkeim and 
Levin. Elsberg’s modification was the 
best. 

In 1914 and 1915 Hustin, Agote, Weil, 
Lewisohn, Rueck and others working inde- 
pendently of each other published articles 
recording experiments and clinical applica- 
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tion of transfusions performed with citrated 
blood. Hustin’s article appeared August 
6, 1914. He mixed the blood with equal 
parts of isotonic (5%) glucose solution to 
which was added 20 cubic centimeters of 
blood glucose mixture. He claimed that 
citrate of soda impaired the oxygenating 
property of the blood and the addition of 
glucose was necessary to overcome this. He 
reported experiments and one clinical ap- 
plication in a man. The first transfusion 
preformed in man by blood rendered in- 
coagulable by the addition of sodium 
citrate alone was performed by professor 
L. Agate of Buenos Aires on November 
14, 1914. He employed one grain of 
neutral sodium citrate in 25% solution for 
every 100 cubic centimeters of blood. Weil 
observed that citrated blood augmented the 
coagulative properties of the recipient’s 
blood. From the work of Lewisohn in 
determining the proper dosage of sodium 
citrate which can be used with safety, there 
has developed a method which ‘‘unites four 
advantages in Surgery of extreme impor- 
tance——facility, rapidity, efficacy and 
security and which fulfills in every detail 
the requirements of the ideal. The indirect 
citrated method of blood transfusion stands 
today then as the method of choice. Pem- 
berton of the Mayo Clinic whom I have 
quoted freely in this paper, used the citrated 
method in 1001 cases out of a total of 
1036 transfusions. 


Among the indications which from our 
experience, we have found this form of 
treatment most useful are the following: 

Hemorrhage—There is, of course, a very 
specific indication for blood transfusion in 
every case of severe hemorrhage and it is in 
these cases that the most brilliant results 
have been observed. In post operative 
hemorrhage, in post partum hemorrhage, in 
ruptured extra uterine pregnancy, in hem- 
orrhage following abortions and miscar- 
riages, in intra thoracic hemorrhage from 
gunshot wounds or stab wounds, in severe 
accident cases with copious loss of blood, 
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gastric or duodenal ulcers bleeding, trans- 
fusion is especially indicated and _ partic- 
ularly successful. As Mortimer Percy 
states,’’ in fact bleeding from any source 
which cannot be easily controlled by 
mechanical means is best controlled by 
transfusion of blood.” 

This same observer says that ‘‘Nature at- 
tempts to control hemorrhage in two ways 
(a) by producing a fall in blood pressure 
and (b) by attempting to cause a clot at the 
end of the bleeding vessel. The supposition 
however that the rise in blood pressure 
following a blood transfusion will increase 
the hemorrhage seems to have no foundation 
in fact. In bleeding from a gastric or 
duodenal ulcer, even when the hemorrhage 
is very severe, it will almost invariably 
cease immediately following the transfus- 
ion. It is in severe hemorrhage that large 
amounts from 600 to 1500 cc are given. 
The transfusion of amounts less than 600 
cc has not in our experience been suffi- 
cient to control such cases. We have also 
noticed that amounts greater than 900 or 
1000cc do not produce more satisfactory 
results than the giving of 600 to 800 cc 
and repeating one or more times. ‘This 
amount seems to be best suited both to re- 
place the lost blood and to favor clotting 
at the bleeding point.’’ 

Icterus:—Those patients who are jaun- 
diced from obstruction of the common duct 
are bad surgical risks. Soon after opera- 
tion these patients gradually grow weak, 
bleed from the wound and slip out of our 
hands without any very decided cause. 
Both before and during operation these 
patients should be transfused and by so 
doing they will be transformed from hope- 
less cases into fair surgical risks. 

Secondary Aenemia:—Produced by dis- 
eases which are characterized by a slow 
persistent oozing of blood from any part 
of the body. Intestinal bleeding, epistaxis, 
hemorrhoids and hematuria from various 
causes. These diseases not only cause a 
constant diminution of the hemoglobin and 
drop in the cell count but an actual destruc- 


tion of the red blood cells from an infective 
or toxic process. In these cases it is wise 
always to transfuse before attempting any 
operative procedures, particularly if the red 
cells are 1000000 and 20% hemoglobin. 
Various “rules o’thumb” have been offered 
based upon the blood pressure readings and 
haematologic estimates indicating when to 
transfuse and when it is safe to wait. Dor- 
rance considers it is imperative to transfuse 
when the count falls to 1000000 and 20% 
hemoglobin or below and optional when the 
red cells are 1,500,000 and hemoglobin 25%. 
Depage studied wounded soldiers and found 
that when the red cells fall below 4,500,000 
in 3 hours, 4,000,000 in 8 hours or 3,500,000 
in first twelve hours, the patient will proba- 
bly die unless transfused. Others have con- 
sidered the blood pressure readings as the 
most reliable indicator, pointing out that 
systolic pressure below 80 MM Hg. meant 
danger. 

Hemophilia:—This disease is character- 
ized by a greatly delayed clotting time so 
that small abrasions or cuts may bleed in- 
definitely. These cases if known before 
operation from any previous history, after 
operation should be transfused, giving as 
much as 700 or 800 cc of blood. 

Pernicious Anemia:—Soresi a few years 
ago, classed this disease with malignancy as 
being the two diseases in which blood trans- 
fusion was absolutely contra indicated. He 
was of the opinion, presumably that the 
destruction of the patients blood was more 
or less continuous and hence the operation 
would do no good. The conclusions of 
Ardubald however, who made an extensive 
study of these cases, were that the vast 
majority of these patients, except those who 
had reached the last stages of this disease, 
would receive immediate benefits by blood 
transfusion. Along with a series of blood 
transfusions both before and after opera- 
tion he suggested Splenectomy. In_ the 
Mayo clinic during three years, there were 
657 transfusions done for Pernicious Ane- 
mia and Splenectomy was performed in 30 
of the 185 cases. 

Septic Conditions:—Of late there has 
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been reported numbers of cases of Sep- 
ticemia and Sapremia which have not only 
been improved but cured by blood trans- 
fusion. The injection of fresh blood from 
a suitable donor furnishes new antibodies 
and fresh cells, which adds the necessary 
stimulus and enables the resisting process to 
assume the upper hand. Nelson M. Percy 
states that “we have seen several cases of 
sept'cemia following pelvic cellulitis post- 
partum infection and peritonitis in which the 
process has gone on to a practically hopeless 
stage and in which blood transfusion was 
resorted to as a last measure. Several of 
these cases were definitely improved and a 
few of them recovered.”’ 


Acute Surgical Shock:—Patients who 
will require a serious operation such as in 
Carcinoma of Pylorus or Carcinoma of the 
Intestines, and who are markedly Cachectic 
and generally weak and who are bad surgi- 
cal risks, can be greatly improved by blood 
transfusion so as to greatly decrease the 
danger of the operation. Several trans- 
fusions should be given these cases a week 
or ten days before operation, and this will 
sometimes render a poor surgical patient 
a fairly good one.’’ Likewise after a long 
tedious severe operation the administration 
of a pint of blood just after the operation is 
finished and while the last sutures are be- 
ing applied, will make a change that is often 
quite remarkable. A marked improvement 
of the general condition of the patient is 
evidenced by a better surface color, a 
strengthening of the heart action and a 
drop in the pulse rate of from 30 to 50 beats 
per minute. 


There is no doubt but that when blood 
transfusion was first suggested, it was used 
in many cases where it not only did no good 
but actually did harm. ‘The cases were not 
well selected, grouping and typing were 
unknown, air embolism was common on ac- 
count of poor technique and hence a large 
number of fatalities occurred. Today how- 
ever in many cases, we know that the in- 
jection of fresh healthy blood to one pa- 
tient from ayother individual may not only 


cure the pathology present but act absolutely 
as a life saving measure. To my _ mind, 
blood transfusion now a days rests on a 
firm therapeutic foundation and no Surgeon 
is justified in ignoring this procedure in 
suitable cases, no matter how desperate they 
seem to be. A miraculous change fre- 
quently occurs in a patient after a trans- 
fusion. However we should not make the 
mistake of delaying too long in deciding on 
this step because the possible shock of this 
operation should not be of any greater in- 
tensity than an injection of normal salt 
solution. A possible, and we must confess 
a reasonable criticism which has been di- 
rected against blood transfusion is the time 
consumed in grouping, typing and probably 
doing a Wassermann when we have an 
emergency case which requires an immed- 
iate transfusion. This objection is a real 
one and yet it has been stated that we are 
justified in transfusing without the prelim- 
ary typeing and grouping of the blood of 
the donor in the face of real emergency. 
However, I believe, that in future years; 
as blood is studied and understood more and 
more as regards its coagulability and length 
of life, syringe fulls of blood will be kept 
in our laboratories ready for instant use. 


TETANY 


By L. B. Salters, M. D., Florence, S. C. 


Tetany is regarded by most authorities, 
not as a disease but as a condition—a con- 
dition of hyperirritability of the nervous 
system—a condition in which response to 
stimuli, especially mechanical and electrical, 
is greatly in excess of the normal. A 
peculiarity of this hyperirritability is that it 
may exist in a person without giving the 
least evidence of its presence, and there are 
no statistics on the subject to indicate the 
number of persons so affected. However, 
upon suitable provocation tetany does tend 
to manifest itself, and these manifestations 
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are sufficiently definite to be classified and 
described. 

There are thus two forms in which tet- 
any may exist—the latent and the active. 
Latent tetany is nervous hyperexcitability 
without symptoms. Active tetany is hyper- 
excitability with symptoms. While the 
latent form is symptomless, like a sleeping 
volcano it may break out into activity at 
any moment, spend itself, and return to its 
former quiescent state with as little warn- 
ing as it gave at the onset of activity. 
Moreover, during latency, it is nearly al- 
ways possible to elicit Erb’s Phenomenon, 
and it is sometimes possible to obtain Trous- 
seau’s. These phenomena are diagnostic, 
occurring in no other condition. Chvos- 
tek’s sign is less reliable. As will be men- 
tioned later, Erb’s sign is pathognomonic 


only in children under five years; after 


five, it is a sign of health and not disease. 

ErioLocy: The cause of tetany is not 
thoroughly understood. Most authorities 
are agreed, however, that an essential factor 
is a disturbed relationship between the Na 
and K ions of the plasma on the one hand 
and the Ca and Mg ions on the other. 
Normal nervous activity occurs only when 
there is a physiologic equilibrium obtaining 
between the stimulating Na and K ions and 
the depressing Ca and Mg ions. Any dis- 
turbance in the relative proportions of these 
elements results in abnormal nerve activity. 
When there is a decrease in the calcium ions 
or a relative increase in the Sodium ions, the 
nervous system becomes hyperexcitable 
and constitutes tetany. Inasmuch as cal- 
cium mstabolism is controlled by parathy- 
roid secretion, whenever the plasma is defi- 
cient in calcium, it is presumed that the para- 
thyroids are hypoactive. The presumption 
accords thoroughly with the well known fact 
that either surgical removal of the parathy- 
roids or their destruction by the Roentgen 
ray always results in a greatly reduced Ca 
content of the blood stream. 


The fact that injections of guanidine pro- 
duce symptoms of tetany does not relieve 
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the parathyroids of the charge of being the 
chiet ottending agents, for one function of 
the parathyroid secretion is to protect the 
body against the toxic effects of guamidine 
and its derivatives, and only when the secre- 
tion is relatively deficient does guanidine 
accumulate suiticiently to produce the de- 
gree of hyperirritability denominated tetany. 

Tetany may occur at all ages but tends 
especially to occur between the ages of six 
and twenty-four months; the next most 
likely period is during late adolescence from 
the seventeenth to the twentieth year. After 
the twentieth year it seems to be related to 
occupations, diseases and conditions rather 
than to age. 

Forms: In classifying the varieties of 
tetany, it is most serviceable to separate 
them into the Infantile and the Adult. The 
infantile forms consist of four distinct 
manifestations of the disease, the four mani- 
festations being: Ist, General convulsions ; 
2nd, Carpopedal spasm; 3rd, Laryngos- 
pasm; and 4th, Expiratory apnea. The 
adult group is not divided according to 
different types of activity but is classified 
according to the disease, occupation or con- 
dition the tetany complicates. Thus there 
are seven groups. First, Idiopathic; Sec- 
ond, Tetany of gastric-intestinal disease; 
Third, Tetany of acute infection; Fourth, 
Tetuny ‘of poisoning; Fifth, Tetany of 
maternity ; Sixth, Tetany of parathyroid 
removal or destruction; Seventh, Tetany of 
nervous diseases. 

EXPLANATION OF Forms: Infantile tet- 
any usually develops between the ages of 
six months and two years and is so fre- 
quently associated with the milder forms of 
rickets as to create the suspicion that ‘if 
there were no rickets there would be no tet- 
any in infants. On the other hand, ex 
treme degrees of rickets are practically 
never complicated with tetany. Neverthe- 
less, it remains true that tetany almost never 
appears in an infant in whom evidences of 
rickets cannot be demonstrated if carefully 
looked for. The presence of rickets, there- 
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fore, may be taken for granted in all cases. 

(1) The most common type of infantile 
tetany is probably the latent which remains 
unrecognized until it becomes active. 

(2) General convulsions is by far the 
commonest manifestation of the active form. 
The importance of this type is indicated by 
the fact that ninety per cent of all convul- 
sions occurring under two years of age is 
due directly to tetany. It is appalling that 
this condition should thus produce in early 
life nine times as many convulsions as all 
other causes put together. Yet this is true, 
in spite of the fact that it is not generally 
recognized. 

The convulsions are usually epileptic in 
type, but differ from epilepsy in that tetany 
is prone to produce frequent recurrences, 
while epilepsy tends to occur infrequently. 
Barring status epilepticus, and certain con 
vulsions of evident causation, several con- 
vulsions a day mean tetany, while a single 
convulsion every several days or every 


month is more likely to be epilepsy, though 
epilepsy should rarely be diagnosed in a 


child under five to seven years. It should 
be emphasized here that children with la- 
tent tetany readily develop convulsions un- 
der stress of intestinal intoxication, fever, 
acute infection, unusual excitement and dur- 
ing states of malnutrition, and the spasm 
is not often recognized as tetany. For in- 
stance, one child has a spasm from a tem- 
perature of 103, another bears 105 without 
inconvenience. children have intesti- 
nal intoxication from eating unripe fruit. 
One has convulsions, the other has none. 
Two children with severe diarrhea develop 
acidosis and are given sodium bicarbonate 
intravenously. One goes into convulsions 
and dies, the other is improved. Such facts 
as these face and puzzle every physician 
who deals with children at some period of 
his professional career, and the question 
that forces itself to the front is why the 
difference between these children? Why 
does the one have a convulsion and the 
other not have it? The most likely explana- 


tion is that the one had tetany and the other 
did not. 

When the convulsion occurs, there is noth- 
ing characteristic about it which it can 
be recognized as tetany. It may be limited 
to one part of the body or it may be general 
It may last a few seconds or a few minutes, 
but once over the infant returns immediately 
to consciousness and is soon normal again. 
This early return to consciousness and nor- 
malcy is very very common in tetany, and 
uncommon in convulsions from other 
causes, there is usually some symptom o1 
sign present to indicate the cause. 

The second form of active tetany in a 
child is carpopedal spasm, which is pathog- 
nomic. In no other condition or disease 
does this type spasm occur. It varies in de- 
gree but in its fully developed state, it is 
typical. The arms are flexed at the elbow 
to a right angle, the wrists are strongly 
flexed, while the fingers straight, stiff, and 
held rigidly together, bend on the palm, 
with the thumb pressed against the index 
finger or palm—the whole forming the 
“obstetrical hand.’’ In addition, the legs 
are straight and stiff, the feet in extension 
and toes flexed on soles, with involved 
muscles hard, tense and painful. The 
spasm is tonic in character and may be in- 
termittent or continuous. It may last a 
a few seconds or a few weeks. Conscious- 
ness is undisturbed as a rule. The spasm 
may spread to the muscles of the jaw, face, 
thorax, or abdomen. The contractions are 
usually bilateral, symmetrical, tonic, pain- 
ful, limited to voluntary muscles and often 
associated with paraesthesias of the ex- 
tremities. When the face is affected, the 
angles of the mouth are depressed and 
forehead wrinkled, constituting the “tet- 
any face.” ‘The lips often pout and make 
the ‘‘carp mouth.’’ Tremors may accom- 
pany the spasm and rarely the spasm may 
be unilateral. Incomplete forms sometimes 
appear as cramps. Should these occur in 
deep water the life of the swimmer would 
be endangered. 
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The third type is laryngo spasm, which 
occurs alone, as well as in association with 
general convulsions or carpopedal spasm. 
When severe, this is a dangerous condition. 
It is fortunately not common. The spasm 
narrows or closes the glottis. The mid 
form is recognized by exaggerated breath- 
ing with crowing sounds on inspiration. In 
the severe form, the glottis closes suddeniy 
and firmly; respiratory obstruction is com- 
plete; no air passes to or from the lung; 
the child becomes affrighted and agitated 
and vainly makes violent efforts to breathe; 
cyanosis develops; efforts at respiration 
rapidly grow more and more feeble; uncon- 
sciousness sets in to be speedily followed 
either by pallor and death, or by a sudden 
reaxation of the glottis with rapid re- 
establishment of normal respiration, the 
first inspiration producing a loud crowing 
sound. These attacks may be _ repeated 
several times a day, or once every several 
days. They are usually brought on by some 
form of excitement or mechanical stimuia- 
tion such as anger or fright or a whipping. 
Lastly and fortunately most rarely ‘‘ex- 
piratory apnea’’ may abruptly appear. This 
is due to a spasm of the diaphragm and 
other muscles associated with it in respira- 
tion. In it, breathing is rendered impossi- 
ble, not by reason of obstruction anywhere 
in the air passages, but by reason of fixa- 
tion of the chest wall by the strongly con- 
tracted respiratory muscies. The child can- 
not even make an effort to breathe. His 
chest is as motionless as a statue. Any in- 
terchange of gases between the pulmonary 
air within and the atmosphere without can 
only take place by the process of diffusion 
and such interchange is too insignificant to 
do more than simply prolong the agony 
incident to suffocation. Evidently then, 
unless there is speedy relaxation, cyanosis, 
unconsciousness and convulsions set in and 
mercifully put an end to the agonizing scene 
by extinguishing all that remains of the 
already faintly glimmering spark of life. 
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1. Coming to the adult forms of tetany, 
the first in order is the idiopathic. This 
form occurs in otherwise heaithy individ- 
uals, commonly between the ages of twenty 
and thirty. At present, it is wholly a 
European condition confined chiefly to 
shoemakers and tailors but occasionaily in- 
vading other occupations. It is endemic in 
Vienna, Paris, and other cities of Europe. 
it 1s trequentiy epidemic during the frst 
three months of the year, and tenus to re- 
covery on change of occupation. beginning 
with paresthesias in the extremities there 
soon develop typical cramps in the arms and 
legs. 

2. Tetany of gastro intestinal disease 
most trequently complicates dilatat.on ot 
the stomach. 


3. Mild outbreaks of tetany occur in 
‘acute infections. ‘There is usualiy only one 
spasm during the course of the disease. 

4. ‘Lletany sometimes complicates poison- 
ing by lead, ergot, morphine, cocaine, and 
novocaine, 

5. Tetany of maternity is more common 
than is recognized. It may occur at any 
period of pregnancy or lactation, but is 
most common between the sixth and eighth 
months, especially if these months coincide 
with the tetany months of January Febru- 
ary, and March. Once established during 
pregnancy it is prone to persist till delivery 
and tends to recur with each succeeding 
pregnancy. This form is liable to be mis- 
taken for eclampsia. 

6. Tetany may be the only symptom of 
surgical removal of the parathyroids or their 
destruction by the roentgen ray. 

7. Such nervous diseases as_ epilepsy, 
brain tumor, hyperthyroidism, and hypothy- 
roidism are in rare instances accompanied 
by tetany. 

Procnosis: In spite of its life-threaten- 
ing tendencies and the frequency of its oc- 
currence, tetany is seldom fatal in children. 
However, death does occur, and sometimes 
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without even the warning of a spasm. 
Laryngo spasm may be fatal in a few sec- 
onds. A child may die in a convulsion or 
expiratory apnea. Usually, however, the 
outbreaks do not produce death, and if they 
continue to occur the attacks become less 
and less severe as the child grows older, 
tending to cease about the fourth year, or 
earlier. 

In adults, the idiopathic form recovers 
spontaneously on change of occupation, and 
remains cured until the occupation is re- 
sumed when a new outbreak is liable to oc- 
cur. 

The tetany of maternity should always 
be regarded as serious, regardless of the 
mildness of the symptomatology. In cases 
of poisoning tetany scarcely intluences the 
prognosis one way or the other. In ner- 
vous diseases, it disappears upon recovery 
trom the disease. The outlook is not good 
in tetany complicating gastro intestinal dis- 
ease unless the gastro intestinal condition 
can be remedied. In the acute infections 
the prognosis is good. Destruction of the 
parathyroids by Roentgen ray, or their surgi- 
cal removal, is followed by a very grave 
form of tetany. 

Diacnosis: In the matter of diagnosis, 
carpopedal spasm is pathognomonic whether 
in child or adult. 1t occurs in no other con- 
dition. In latent tetany the recognition of 
the condition depends upon two features: 
First, ability to elicit Erb’s or Trousseau’s 
sign and Second, a marked diminution of 
the calcium content of the blood plasma. No 
convulsion occurs in tetany until the normal 
blood calcium ions have been reduced at least 
30%. ‘This is at least true in children. A 
convulsion appearing in a child with a blood 
calcium reduced less than 30% is not due 
to tetany. In children under five years, 
Erb’s sign is diagnostic; in older persons, 
Trousseau’s sign has to be depended on, 
though it cannot always be elicited even in 
frank cases of tetany; when present, how- 
ever, it is diagnostic. In active tetany the con- 


vulsion or laryngo spasm or exp.ratory 
apnea with an Erb’s or Trousseau’s phe- 
nomenon is diagnostic. The only teature 
that is common to ail forms of tetany is 
the great reduction in the calcium content 
of the plasma. This is even more marked 
than in rickets. In active tetany in a child, 
the plasma may contain only 50% of its 
normal amount of calcium. 

TREATMENT: The treatment of tetany is 
to be distinguished from the treatment of 
the disease to which the Tetany is second- 
ary. If the parathyroids are removed or 
destroyed, effort should be made to supply 
parathyroid secretion to the body or to 
transplant parathyroid glands. If gastro 
intestinal disease is the primary cause, the 
disease must be remedied by appropriate 
treatment. So far as the tetany itself is 
concerned the treatment is simple. The 
latent form requires only two drugs, cal- 
cium and cod liver oil. Calcium Chloride 
in ten grain doses every four hours, and 
continued five or six months, is very effec- 
tive. In addition, a pure cod liver oil should 
be administered in ten minium doses three 
times a day for the same length of time. 
In case cod liver oil is not available, or can- 
not be retained, it may be replaced by egg 
yolk. The yolk of one egg corresponds to 
45 minims of cod liver oil. Egg yolk and 
cod liver oil contain something that enables 
the organism, when its calcium content is 
running low, to assimilate and hold cal- 
cium salts. The calcium salts are of only 
temporary benefit without the egg or oil. 
The purpose in giving the egg or oil, there- 
fore, is solely to enable the body to utilize 
the éalcium salts administered. 

In active tetany only one drug is re- 
quired to reduce it to latency and that is 
epsom salts. It is used in a 50% solution 
or 240 gers. of pure magnesium sulphate to 
the ounce of water. The solution is boiled 
and injected subcutaneously. The effect of 
epsom salts is simple depression, so that it 
does nothing but relieve the active symptoms 


“4 
a 
Ks 
a 


of the tetany. In other words it simply 
stops the convulsions. As epsom salts is 
eliminated through the kidneys, when given 


hypo-dermically, it is important to know 


that the kidneys are healthy when it is so 
administered. In renal disease the toxicity 
of the salts may be twice that of the drug 
in health. The special danger to be guarded 
against in its administration is paralysis of 
the respiratory centre. In case respiratory 
failure is threatened as indicated by irregu- 
lar and shallow respiration with increasing 
cyanosis it can be prevented by injecting in- 
travenously calcium chloride in one per 
cent solution. The dose of calcium chloride 
should be sufficient—ordinarily between 
three and ten grains. As soon as respira- 
tion is reestablished, the calcium solution 
must be stopped else it will neutralize the 
whole depressing effect of magnesium salts 
and allow the convulsions to return. The 
dosage of the magnesium sulphate is as fol- 
lows: 


Under six months 20 minims of the 50% 
solution should be given subcutaneously 
every four hours until the convulsions 
cease. 


From six to twelve months, the dose is 
30 minims of the same solution given the 
same way at the same interval. This is 
probably dose enough also for the second 
and third years and needs to be doubled 
only in the case of adults. 


These doses are safe and there are no 
undersirable after effects, as for instance, 
when morphine is used. Being given hypo- 
dermically, no danger is to be anticipated 
from delayed absorption as in case of the 
rectal administration of chloral hydrate. 
And lastly, in case of over-dosage, a de- 
pendable antagonist is available in calcium 
chloride 
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THE MODERN MANAGEMENT OF 
DIABETES MELLITUS 


By J. Heyward Gibbes, M. D., Columbia, 


There is no condition which the modern 
physician is called upon to handle that 
more effectively rewards the virtues of the 
student or confounds the ignorance of the 
loller than does diabetes. In the 17th. cen- 
tury Franciscus Sylvius observed the 
sweetish taste of the urine in dabetes mel- 
litus, and established this feature as a dif- 
ferentiating one between this disease and 
diabetes insipidus, an observation which 
might be looked upon as having started in 
slow motion a train of thought which has 
gathered in mass and momentum as the 
years rolled by, until, during the past de- 
cade, we have witnessed the subject grow to 
collosal dimensions and present phases and 
problems that have taxed our energies to 
keep informed about and solve. In no 
branch of medicine have the efforts of the 
research worker and the clinician been more 
beautifully coordinated, and none has served 
better to establish the dependence of the lat- 
ter upon the former. We have progressed 
to the point of a quantitative understand- 
ing of physiological processes, we have 
learned of tissue changes that modify the 
ability of organs to perform their func- 
tions, we have succeeded in understanding 
the analytical and synthetic chemistry of 
foods, we have discovered the adjustments 
which are necessary between the quantity 
and quality of foods and the limitations of 
metabolic function, and we have learned 
that artificial props, in the form of extracts 
from healthy organs, may be utilized to 
bolster up a failing function. These ac- 
complishments represent arduous work by 
a host of investigators and clinical ob- 
servers; they mean conscientious study for 


Read by invitation before the Pee Dee Medical 
Society, Florence, S. C., November 27, 1923. 
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those of us who would apply their prin- 
ciples. 

All students of the subject are agreed that 
diabetes is on the increase, both as regards 
its incidence and in the number of deaths 
resulting from it. Allen calls attention to 
the fact that German hospital statistics 
showed that in thirty years the total num- 
ber of patients had increased 3.3 times 
while the number of diabetic patients had 
increased 19 times. Statistics in this coun- 
try in matters of this kind are notoriously 
unreliable because of the inaccuracy inher- 
ent in the Vital Statistic Bureaus of many 
of our states. However, it is interesting 
to review the figures as presented by 
Joslin’. He calls attention to the fact that 
in 1880 the diabetic death rate was given as 
2.8 per 100,000, and that there was a steady 
increase until 1915 when it was recorded 
as 17.5. In 1920 the diabetic death rate 
was estimated as 16.1 per 100,000. Ir- 
respective of the comparative thoroughness 
of the vital statistics of the different per- 
iods, it is evident that there has been a pro- 
nounced increased in the disease. Dr. 
Osler* was of the opinion that this increase 
was largely due to better observation on 
the part of physicians, improved methods of 
diagnosis, and more complete records. But 
there is good reason to believe that these 
are riot the only factors concerned, and that 
a considerable part of the apparent increase 
is real. As Allen remarked in 1914, ‘‘pre- 
sent prophylactic methods have not pre- 
vented an increased incidence of diabetes, 
and present therapeutic methods have not 
prevented an increased death rate.’’ 

These facts are interesting in themselves, 
and are especially important when we view 
them in the light of possible criticism of the 
rank and file of the medical profession. 
In careful hands the average length of life 
of the diabetic has been extended. Joslin‘ 
points out that in the city of Boston between 
the years of 1895 to 1913 the average dura- 


tion of life in the fatal cases of diabetes 
was 3.3 years, for 1915 it was 4.3 years, and 
in 1920, 5.3 years. This indicates sharp 
improvement with improving methods o1 
treatment. The question arises whether 
similar improvement is not attainable over 
the country as a whole if the medical pro- 
tession will keep itselt informed or ine au- 
vancing methods for the treatment ot tnis 
disease. ‘lhe same applies as to the inc.- 
dence of diabetes. A proper understanaing 
on the part of the public of the tactors tnat 
predispose to diabetes must inevitaply re- 
suit in its decrease. ‘Lhe problem would 
seem to be simply that ot having them in- 
formed. It is upon the medicai protession 
that this duty must devolve. 

in this connection it is interesting and 
instructive to review the vital statistics in 
our own state as applied to diapetes. ‘Lhe 
bureau was established in Soutn Carolina in 
1¥15. 1916 diabetes was reported as 
having been the cause of death in /4 cases, 
representing a death rate trom this disease 
of 4.0 per 10U,0U0. In 1920, 7 1U5 deaths 
were reported, or 6.1 per 1UU,00U, whue in 
1922, * 1U9 deaths were recorded, giving a 
rate of 6.3. On the basis of these tigures 
alone, one would conclude that diabetes was 
the cause of death in South Carolina much 
less frequently than in the United States 
as a whole. Of course we know that this is 
not true. The discrepaucy represents a fail- 
ure on the part of our physicians to recog- 
nize the disease, and consequently impairs 
the value of our vital statistics. This of 
course means that we are losing the op- 
portunity of applying the increasing knowl- 
edge that is being gained about the disease, 
and that our patients are being denied the 
treatment which they should receive. Nor 
can we escape another inevitable conclusion 
based upon these facts. If our physicians 
are not keeping themselves sufficiently in- 
formed to recognize diabetes as a cause of 
death, they cannot be sufficiently well 
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versed in matters pertaining to metabolic 
disturbances and the principles of dietetics 
to make it possible for them to recognize 
potential diabetics, and to instruct them in a 
mode of living which would protect them 
against the development of the disease. It 
is only by facing facts of this kind squarely 
that we can hope for improvement; an at- 
tempt to combat them will tend to perpet- 
uate ignorance. 

Joslin’ has pointed out in a most force- 
fut way the importance of overweight in 
the development of diabetes. 1n an anatysis 
ot 1UUU diabetics he tound that none had 
developed the disease when they were 31% 
or more below the normal weight for their 
height and age, while there were 273 pa- 
tients who were 30% or more above the 
normal weight. Aside from certain dis- 
orders of metabolism, sedentary habits and 
hyperalimentation are, of course, the out- 
standing causes of obesity, and must inevita- 
bly be looked upon as the chief predisposing 
factors in the production of diabetes. It is 
customary to refer to the frequency of 
diabetes in man and wife, to the racial pre- 
disposition of the Jews, to its relatively 
large incidence among mental workers, 
in people of the same family, gouty pa- 
tients, etc. But Joslin simply points out 
that in all of these instances overeating or 
physical inactivity, or both, are almost cer- 
tain to be encountered, and probably play 
a much more important role than any other 
common factor that may be discovered. 


The relation of the pancreas to diabetes 
has now been clearly established. It is 
known that gloycosuria and hyperglycae- 
mia may result from injuries in the floor of 
the fourth cerebral ventricle, and might at 
times be due to disorder in hepatic func- 
tion. But there is no longer doubt that the 
disease, diabetes mellitus, is associated with, 
and almost certainly produced by, the fail- 
ure to function of certain specific cells in 
the pancreatic structure. As early as the 
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17th. century, Brunner excised the pan- 
creas of a dog, and observed that the 
an.mal deveioped an excess.ve thirst 
and polyuria. in the middle of the 19th. 
century Claude Bernard" conceived tne 
idea of the internal secretions, and iaid the 
foundation on which our knowledge of these 
functions is largely based. His work on the 
pancreas was confined to a study of its 
external secretion, but he gave us the idea 
from which our knowledge has developed. 
Minkowski and von Mering,” toward the 
close of the 19th. century, produced diabetes 
by the excision of the pancreas. In 19U1, 
Opie ® demonstrated the lesions in the is- 
lands of Langerhans, and it is from this 
point that the true conception of the disease 
really began. The work of Allen * has 
placed the subject on a sound experimental 
basis. He was able to demonstrate that at 
least seven-eights of the pancreas of the 
dog must be removed in order to produce 
mild diabetes, that if one-ninth of the gland 
were allowed to remain, moderately severe 
diabetes resulted, and that when only one- 
tenth was left, the animal developed the dis- 
ease in severe form. By these methods he 
was able to demonstrate clearly the hy- 
dropic changes which occur in the alpha 
cells of the islands of Langerhans, thus ad- 
vancing to a much more definite conception 
of the pathological basis of the disease. 
Further, Allen’s 6 experimental work 
placed the dietetic management of diabetes 
on a definite basis, and gave us a clearer 
conception of the causes that produce acido- 
sis and the means by which this condition 
can be prevented and treated. It is inter- 
esting to note that he was able to produce 
potentially diabetic dogs, and to prevent the 
development of the disease by rigid dietetic 
control, that he could cause acidosis by the 
excessive feeding of fats, and relieve it by 
a readjustment of the diet. Finally, Bant- 
ing ” and his associates have succeeded in 
obtaining an extract of the internal secre- 
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tion from the islands of Langerhans that 
has proved efficacious in suppianting a de- 
ficiency of this substance in living animals. 

‘Lhe diagnosis of diabetes is too often 
looked upon as a simple matter. As a mat- 
ter of fact there are many pit-falls to be 
encountered and many safeguards that are 
necessary to protect us against them. ‘The 
report which the page made to Falstaff con- 
cerning the doctors examination of his 
urine is worthy of thought: “the water 
itself was a good, healthy water, but for the 
party who owned it, he might have more dis- 
ease than he knew of.’’ Again, it has been 
wiseiy observed that “the urine is the 
physician’s whore, for she cozens him’’. 
These observations are true today, and find 
their application with remarkable force in 
connection with the diagnosis of diabetes. 

Joslin advocates the safe attitude of con- 
sidering any demonstrable sugar in the 
urine as indicative of diabetes mellitus. This 
is very well as far as it goes, but there is 
little doubt that in very rare instances sugar 
may appear in the urine without an asso- 
ciated hyperglycaemia, that the normal re- 
nal threshold for sugar may be lowered, or 
that a transient hyperglycaemia with gly- 
cosuria may result from an excessive inges- 
tion of readily available carbohydrate food. 
In other words, one is not justified, in the 
light of our present knowledge, in arriving 
at a positive conclusion concerning the 
significance of sugar in the urine without 
determining the associated percentage of 
sugar in the blood and without informing 
himself with regard to the quantity and 
quality of food that has been taken before 
the specimen was obtained. 

It is theoretically possible for a_ true 
diabetic to have a normal, or subnormal, 
blood sugar and continue to eliminate sugar 
in the urine. This is hypothecated for hy- 
draemic diabetics, 8 where the tissues have 
become water-logged, and the blood diluted. 
In cases of this type little confusion need 
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arise because of the conflicting evdences in 
the biood and urine. ‘Lhe geuerai situation 
wil render a crying coniirmation oi the 
urinary findings. 

Much more important is the converse o1 
the above conuition, tne tauure to tina 
sugar in the urine when the bi0od sugar 1s 
above normal. When the vi0od suyar ievei 
is Maintamed above the normai over a tong 
period ot time, or in the presence O1 dis- 
ease Ot the kidney, the renal thresnoid tor 
sugar, is trequently elevated. in cases ot 
this type, negative urinary tindings may be 
disastrously misleading, and 1t benooves us 
to keep these possibilities ever in miuid. It 
is Only in this way that we can protect our 
patients against serious errors. Dr. Ham- 
man !? has calied attention to the likelyhood 
of mistakes resulting from the custom of 
asking patients for specimens of urine 
voided upon rising in the morning. This 
is the specimen, of all others, least likely to 
contain sugar because it is fartherest re- 
moved from eating. It is an excellent plan 
to routinely require patients to bring speci- 
mens of urine that have been collected two 
hours after the largest meal of the day. 

I have been very much interested in find- 
ing sugar in the urines of pregnant and 
nursing women. It is generally believed 
that pregnant women may show true gly- 
cosuria as a temporary condition, returning 
to normal after the pregnancy. I have 


had an unusual opportunity of observing 


this condition in one of my patients, a 
woman, 35 years of age, whom I saw first 
in 1917, at which time she was 3 months 
pregnant. Her urine contained as much as 
3.5% of glucose, and this was controlled 
with difficulty by dietetic restrictions. Af- 
ter the delivery, during the period of lacta- 
tion, her urine showed an abundance of 
lactose, and I doubted my former finding 
of glucose. After lactation, this patient re- 
fused to remain on her diet, ate freely of all 
foods, and her urine remained {free of 
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sugar. Since that time I have had an op- 
portunity of observing her in two other 
pregnancies, and have noted exactly the 
same train of events except that the last 
pregnancy was interrupted, and we did not 
reach the stage of lactosuria. The finding 
of lactose in the urine of a nursing mother 
is not to be looked upon as abnormal. This 
sugar produces a delayed and atypical re- 
duction of the copper solutions, and is not 
fermented bv veast. I have found it so of- 
ten as to regard it as a commonplace matter. 
Rigler and Ulrich.” Hamman”! and 
others have made careful observations of the 
hehavior of the blood sugar curves that fol- 
low the iniection or ingestion of known 
amounts of slucose in normal and diabetic 
subjects. It has been found that, follow- 
ine the administration of 100 grams of 
elucose by mouth, the blood sugar of the 
normal person rises sharply, rather 
precipitately declines, returning to the nor- 
mal level in two hours time. In the diahe- 
tic, the blood sugar rises, and its return to 
the level which was found to precede the 
administration of the glucose is delayed. 
This tvne of curve has been reported as oc- 
curing in hyperthyroidism, and this condi- 
tion must be taken into consideration in in- 
terpreting the findings. However. when 
ever a tendency to a delaved fall of the 
blood sugar is encountered, the patient must 
be looked upon with suspicion, as possibly 
representing a potential diabetic. It is be- 
lieved that this method of studying patients 
in whom we have reason to suspect the pos- 
sibility of diabetes will assume increasing 
importance in enabling us to warn these 
people of the dangers a head of them. 
The primary disturbance in diabetes con- 
sists in an inability to properly utilize car- 
bohydrate foods. This varies in degree with 
the severity of the disease. This much of 
the problem was recognized by Rollo, in the 
latter part of the 18th century, when he 
instituted the treatment of eliminating prac- 
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tically all foods except those of animal 
origin. Various modifications of this low 
carbohydrate and high protein and fat diet 
prevailed in the management of the disease 
up the time of Allen’s epoch making work 
when the associated impairment of protein 
and fat metabolism was clearly established. 
The work of Allen, and that of other in- 
vestigators which largely followed from his, 
also pointed out the grave dangers incident 
to the excessive ingestion of fats and pro- 
teins. Asa result, we now know that the 
proper treatment of diabetes demands a 
quantitative adjustment between the dietetic 
needs of the patient, in terms of his total 
caloric requirements, and his ability to 
utilize varying amounts of carbohydrates, 
fats, and proteins. 

The principles established by Allen are 
fundamental, they are on an experimental 
basis, are quantitatively exact, and must 
form a part of any proper method of treat- 
ing diabetes. However, except for the im- 
provement of function resulting from 
physiological rest, the method of dietetic 
management, irrespective of its accuracv. 
can do comparatively little to build un a 
tolerance for foods, and is especially lack- 
ine in a means of makine it possible for 
severe cases to take enourh food to main- 
tain their nitrogen eauilibrium.2 This 
deficiency has been supplied by insulin. 

After arriving at a correct diagnosis of 
the disease, the first step in the treatment. 
provided complications do not exist. consists 
in dertermining the total amount of food that 
is necessarv to maintain the patient in ni- 
trogen equilibrium or to enable him to hold 
his body weight at the optimum for his 
heicht and ave. McCann® has suggested the 
addition of 10% to the basal metabolism as 
a means of determining the total number 
of calories required. A simple means, and 
accurate enough for practical purposes, 
consists in finding the patient’s optimum 
weight. for height and age, reducing this to 
kilograms, and multiplying by 30, the figure 
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obtained ‘representing the total number of 
calories required for 24 hours. The weights 
for height and age may be found in tables 
compiled by life insurance companies or in 
such books as Joslin’s Diabetic manual ¥ 
The optimum weight may be approximated 
by multiplying the height in inches over 5 
feet by 5 1-2 and adding 110. 

Knowing the total amount of food re- 
quired, it is of the greatest importance that 
this be properly partitioned between car- 
bohydrates, proteins and fats. The studies 
of Woodatt * and Shaffer have served to 
point out the dangers incident to an in- 
ordiante amount of fat in its relation to the 
carbohydrates and proteins, and have furn- 
ished comparatively simple formulae, based 
on the ketogenic and antikeogenic potentiali- 
ties of these foods, by which their proper 
quantitative relationship can be established 
for the given individual. An excellent re- 
view of this phase of the subject is given bv 


Evans %, Briefly, the practical working of 
these principles is as follows, the amount of 


protein necessary to maintain nitrogen 
equilibrium is between 2-3 and 1 gram per 
kilogram of body weight, this figure heine 
arrived at by determining the optimum 
weight as outlined above. Knowing the total 
number of calories and the number of 
grams of protein required, it is possible. hv 
means of the formulae, to calculate the 
grams of carbohydrate and fat that 
patient should receive. The formula for the 
carhohvdrates is: 
Carbohydrates=T otal Calories—8.9 Protein 
22 

That for estimating the fats is: 
Fats=Total Calories Protein 

10 7 2 
or knowing the carbohydrate and _pro- 
tein, they may be determined by Woodatt’s 
formula, Fat=2 Carbohydrate+0.55 Pro- 
tein. These formulae take into con- 
sideration the ketogenic and antiketo- 
genic properties of the different foods, 


tre 


increased amount of urine, 


it being known that 0.46% of the protein 
and 0.9% of the fat may be converted into 
acid bodies, while 0.58% of the protein, 
0.1% of the fat, and all of the carbohydrate 


may be converted into glucose, and permit 
of oxidation of the ketone bodies. 


The socalled ketogenic-antiketogenic= 
0.46 Protein+0.9 Fat 

0.58 Protein+-0.1 Fat+-Carbohydrate 
should not exceed 2, 
slightly below this figure. When the 
diet of a given case has been de- 
cided upon, it should be checked by this 
formula so as to guard against its possible 
production of acidosis. Hannon and Mc- 
Cann” have presented charts by means of 
which these dietetic principles can be readily 
applied, but the formulae given above seem 
simple enough. 


and is_ better 


The following case will serve to illustrate 
the practical application of the above 
method of dietetic adjustment. Miss L. 
W., 20 years of age was referred to me on 
September 25, 1923, by Dr. S. W. Page, of 
Greenwood. The patient stated that she 
had always been more or less fond of 
sweets, but had enjoyed excellent general 
health. In May of this year she developed 
an increased appetite, and began to pass an 
getting up 
several times at night for this purpose. 
Shortly after this she developed an ischio- 
rectal abscess which was opened. At this 
time Dr. Page discovered sugar in the 
urine. She had been denied all sweets, di- 
rected to eat very little bread, and Dr. Page 
stated that her diet consisted chiefly of 
proteins and green vegetables. The urine 
had continued to show sugar. The general 
examination of the patient was negative, 
there being no signs of tuberculous infec- 
tion, which had been suspected because of 
the ischio-rectal abscess, and essential fea- 
tures of her treatment are shown in the ac- 
companying chart. 
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Case of Miss L. W. Fasting 

Date Diet Insulin Urine Blood Sugar. 
9-25-23 Unknown 0 Positive sugar 
9-26-23 200 grams 5% veg. 0 ™ " 252 milligrams 
9-27 200 grams 5% veg. 0 28.5 grams. per 100 cc. 
9-28 55 grams protein. 

140 fat. 21.25 grams 

45 grams carbohydrate 0 
9-29 Same 5 units 19.69 
9-30 Re. 
10- 3 ™ “25 “ No reduction. 
10- 4 “ ce ce “ 
10- “e 75 “ “ce ce 
10- 6 50 “ 
10- 7 “ 25 “ 
10- 8 0.0 ‘* Trace of sugar. 
10- 9 a 7.5 “ No reduction. 
10-10 60 grams protein. 

150 grams fat. 

50 grams carbohydrate. 5.0 3.5 grams 
10-11 Same 10.0 No reduction. 
10-12 ™ 10.0 Trace of sugar. 
10-13 60 grams protein. 

140 grams fat. 

45 grams carbohydrate. 10.0 No reduction 140 milligrams. 


This case shows the inestimable value of 
insulin. A young woman with moderately 
severe diabetes, whose urine contained a 
large amount of sugar even on a diet of 200 
grams of 5% vegetables and 50 grams of 
protein, was enabled to take her mainten- 
ance diet by the administration of 5 units 
twice a day. One point in connection with 
this case is worthy of note. It will be 
observed that, with the’ patient on her main- 
tenance diet, it was necessary to increase 
the insulin daily through October 3, when 
25 units were given. Immediately following 
this, it was possible to reduce it sharply, 
until, with slight fluctuations, it was found 
that 10 units enabled her to remain free of 


sugar in the urine. Since having insulin 
in my possession, I have studied 13 diabe- 
tics. Five of them were rendered sugar 
free and put on their required caloric intake 
without the aid of insulin, one of them had 
a most severe complicating pyogenic infec- 
tion and no means that we employed seemed 
to have any effect upon the amount of 
sugar in the urine or the blood, while all 
of the remaining 7 exhibited the pheno- 
menon above note, i. e., after they had been 
made sugar free by the use of insulin, their 
tolerance seemed to increase, and their need 
for insulin decreased. Including the case 


of Miss L. W., I have had only two cases 
in whom it was necessary to continue tlie 
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administration of insulin after their period 
of study in the hosptal. 

Insulin is not always efficacious. Mc- 
Cann“ has reported at least two cases in 
which the extract seemed to have practically 
no effect, care being taken to insure the 
potency of the preparation used. This has 
led to speculation on his part as to the pos- 
sibility of diabetes resulting from disease 
elsewhere than in the pancreas. Strouse 
and Schultz” have reported one case in 
which insulin was found to be effective 
until the onset of an infection, after which 
sugar and acetone reappeared in the urine, 
and the blood sugar rose in spite of rela- 


tively large doses of the extract. On Sep- 


tember 15 I saw Mrs. B. S. in consultation 
with Dr. T. M. DuBose, of Columbia. The 
following is a brief summary of her case: 

The patient was a white woman, about 40 
years of age. No complete history was ob- 
tained, but she stated that in a general wav 
she had enjoyed good health until about 6 
weeks before when she began to suffer with 
boils in different parts of the body. These 
had gradually extended, until, at the time 
that we saw her, they had developed into 
huge abscesses on the neck, under the arms, 
on the back, and on the calves of the legs. 
She had been found, for the first time, to 


have sugar in the urine about 1 week be- 
fore. 

The physical examination showed a 
rather obese woman, very toxic, and aroused 
with difficulty. There was a distinctly 
sweetish odor to the breath. There were 
immense abscesses in the deep tissues of the 
neck, in the axillae, and on the calf of the 
left leg. There were innumerable small 
boils over the back and the abdomen. There 
was a low grade of oral sepsis. The heart 
and lungs were negative as far as the exami- 
nation went, but no effort was made to 
carefully examine the backs. The blood 
pressure was 122, systolic; and 80, diastolic 
The pulse, 110; temperature, 96 to 100. 

Urine: strongly acid; S. G. 1022; trace 
of albumin; strongly positive for suzar; a 
few pus cells, and many hyaline and granu- 
lar casts. 

Blood: Haemoglobin, 70%. White 
blood cells, 16,400. 

Blood Sugar: 306 milligrams per 100 
cc. of blood. 

Dr. Doughty promoted drainage as freely 
as possible from the infected areas, and the 
combination of dieting and insulin was 
v vorously carried out. It will be seen from 
the accompanying chart that practically no 
influence on the sugar elimination resulted. 


Case of Mrs. B. S. 
Date Diet 


Insulin Urine Blood Sugar. 


9-15-23 Juice 1 orange 
2 eggs. 
9-16-23 Same 
9-17-23 
9-18-23 300 grams oatmeal 
100 grams butter 
6 eggs 
9-19-23 Same 
9-20-23 500 grams 5% veg. 
9-21-23 Same 
9-22-23 “ 
9-23-23 Patient could not take food. 
9-24-23 No food 


60 units 1.1% sugar 303 mgms, per 
100 cc. 
40 1.1% 


40 28 grams. 
60 10.5 grams 


60 24 grams 

70 12.5 grams 

70 11.9 grams 

70 26.6 

60 36.6 grams 

40 Patient died at 1 P. M. 
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‘Lhe explanation of these failures is not at 
all clear. We have all observed that in the 
presence of infection the diabetics’ toler- 
ances are lowered, and the probabilities are 
that, in cases as severe as this one, there 1s 
complete failure of the metabolic mechanism 
concerned in the glycogenic function and 
the oxidation of glucose. ‘Lhese failures of 
insulin to act indicate another direction for 
investigation. 

The above methods represent the safe 
and sane management of diabetes today. 
by the use of them the maxium diet that 
the patient is capable of utilizing can be 
determined, a tolerance short of the main- 
tenance diet can be supplemented, and 
acidosis can be prevented or controlled ex- 
cept under unusual conditions. It is too 
much to say that the various carbohydrate 
‘‘cures’’, oatmeal, rice, potato, and others, 
are forever to be discarded, and that they 
do not aid in stimulating or altering for the 
better, the metabolic functions of the dia- 
betic, or that caramel, laevulose, glycerol, 
and other substances are not more available 
than the usual foods, but it is safe to say 
that such procedures as these are of un- 
proven utility, and that, in the vast majority 
of cases, they are unnecessary. The pos- 
sibility of stimulating pancreatic function 
by means of the roentgen ray falls into the 
same category. Petersen* has reported that 
irradiation over the pancreatic area in pro- 
per dosage first decreases sugar tolerance, 
and then increases it. He states that im- 
proper dosage invariably decreases toler- 
ance. The ultimate answer to these ques- 
tions must be left to future investigations. 

There is one phase of the treatment of the 
diabetic that is too often neglected, and that 
is the education of the patient. It is very 
common to hear physicians say that they 
have no trouble in managing these patients 
as long as they have them in a hospital, but 
that as soon as they are dismissed the valua- 
ble work which has been done for them 
is nullified by a failure to carry out in- 


JOURNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 25 


structions. Of course, there will always be 
patients of whom this is true. However, 
we physicians must not be too quick to put 
the blame entirely on the patients—Difficul- 
ties of this kind may be rendered much less 
frequent by a conscientious, systematic ef- 
fort to educate the patient during the course 
of treatment in the hospital. In dealing 
with unintelligent and uneducated people, 
the difficulties are, at times practically in- 
superable. But, even here, a simplification 
of instructions, demanding a great deal 
more patience, care, and time on the part of 
the physician will produce surprisingly 
good results. In the treatment of the in- 
telligent and educated cases, 1 have been 
very much gratified at the success of the 
proper approach to them. 

As soon as a patient enters the hospital 
I attempt to have them provided with two 
books, Joslin’s Diabetic Manual and 
Locke’s Food Values *4. I ask them to use 
the time of their hospital stay in familiariz- 
ing themselves with the very valuable in- 
formation contained in Joslin’s book and in 
learning the ready use of Locke’s tables. 
I let them understand that their whole fu- 
ture welfare depends upon making them- 
selves authorities on their disease, that they 
must learn to live with it, and cannot hope 
to live in spite of it. Ten to fifteen minutes 
with each patient a day, devoted to quizzing, 
lecturing, and answering questions, will 
almost always result in arousing a great 
deal of interest in the subject, and will not 
infrequently produce the desired result of 
having the patient adopt his disease as a 
hobby. When this has been accomplished, 
and the patient taught the simple methods 
of urinalysis, the physician may look upon 
his work with a satisfaction that is rarely 
afforded in other diseases. 


Conclusions : 

1. The subject of diabetes has been re- 
duced to one approaching mathematical 
exactness. Close application and study are 
shown to be necessary for physicians to ap- 
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ply the principles of treatment that have. 
been established. 

2. A general review of the accepted 
methods of treatment is presented. 

3. A case of severe diabetes, complicated 
by extensive pyogenic infection, that failed 
to respond to insulin is reported. 

4. Emphysis is laid upon the importance 
of enlisting the patient’s interest in his dis- 
ease, and in encouraging him to become an 
expert in the dietetic management of it. 
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SOCIETY REPORTS 


CHESTER. 
ELECTION OF OFFICERS FOR THE 
COUNTY MEDICAL SOCIETY 

FOR 1924. 


President, Dr. J. B. McKeown, Great 
Falls, S. C.; Vice President, Dr. J. P. 
Yong, Chester, S. C.; Secretary-Treasurer, 
Dr. W. J. Henry, Chester, S. C.; Delegates 
to State Convention, Dr. W. R. Wallace, 
Chester, S. C. 

Alternate: Dr. H. M. Ross, Chester, S. 
C.; Dr, Geo. A. Hennies, Chester, S. C. 

Alternate: Dr. A. M. Wylie, Chester, S. 

Censor: Dr. W. M. Love, Chester, S. 

Program Committee for the year: Dr. 
H. M. Ross, Dr. A. M. Wylie, Dr. R. H. 
McFadden, Chester, S. C. 


OCONEE 


The Oconee County Medical Society met 
in the Town Hall at Walhalla, 4 p. m., Jan. 
2, 1924. 

Dr. B. F. Sloan, President, occup‘ed the 
chair and on roll call the following members 
were present: Drs. W. C. Marett, J. W. 
Wicliffe, W. Bell, J. D. Verner, B. F. 
Sloan and E. A. Hines. 

The minutes of previous meeting were 
read and approved. This being for the 
election of officers and delegates the fol- 
lowing were duly elected: 

Dr. W. C. Mayes of Fair Play, President ; 
Dr. J. D. Verner of Walhalla, Vice Presi- 
dent ; Dr. E. A. Hines of Seneca, Secretary- 
Treasurer. 

Dr. B. F. Sloan was elected delegate to 
the State Medical Association at Orange- 


burg and Dr. J. S. Stribling, alternate. 

Dr. W. C. Marett was elected censor for 
three years, the one year term of Dr. W. C. 
Mayes having expired. 

A full discussion was had of the Chiro- 
practic Bill now before the Legislature and 
a committee appointed to interview the rep- 
resentators and Senator from Oconee 
County. 

The Scientific Program was then taken 
up and the Cabot Case Records were used 
as a basis of discussion to the edification of 
every member present. 

There being no further Susiness, the 
Society adjourned to meet at Westminster 
at the call of the President. 

E. A. Hines, Secretary. 


ANDERSON 


The last meeting of the Anderson County 
Medicai Society for the fiscal year 1923, 
was held in the Chamber of Commerce 
Rooms, Wednesday, December 12, at 12 
o'clock noon. 

The meeting was called to order by the 
President Dr. Watson. 

Minutes of the previous meeting were 
read and adopted. The Secretary rendered 
a hurried report of society finances. Dr. 
Dean on programme presented a most in- 
teresting case history of “Scdauleins Dis- 
ease.” Discussions followed. 

This being the occasion for election of 
officers for the coming year nominations 
were entertained. The following officers 
were duly elected. 

President, Dr. G. S. Clinkscales; Vice- 
President, Dr. J. O. Sanders; Secretary- 
Treasurer, Dr. Lee W. Milford. 

Lee W. Milford, M. D., 
Secretary-Treasurer. 
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RESOLUTIONS 


WHEREAS, the regular medical pro- 
fession has always stood for the best inter- 
ests of the public whom we serve, and 

WHEREAS, the public looks to the regu- 
lar medical profession for guidance in mat- 
ters pertaining to their lives and health, and 

WHEREAS, we believe that chiropractic 
in without scientific basis and a menace to 
the public health, and 

WHEREAS, we believe that the passage 
of the socalled Model Chiropractic Bill, 
which no doubt will be introduced at the 
next session of the General Assembly of 
South Carolina, will turn loose upon the 
public numbers of improperly trained per- 
sons, now therefore 

Be It Resolved, by the Marlboro County 
Medical Society in regular meeting as- 
sembled on: December 6th., 1923, that we 
go on record as opposed to the passage of 
the socalled Model Chiropractic Bill, and 
‘that a copy of these resolutions be sent to 
the Senator and Representatives from Marl- 
boro County, the Committee on Legislation 
of the South Carolina Medical Association, 
the President of the South Carolina Medi- 
cal Association, and to the Journal of the 
South Carolina Medical Association. 
Signed—Marlboro County Medical Society. 
D. D. Strauss, M. D., 
Douglas Jennings, Jr., M. D., 

Committee. 
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Licensed by the Chemical 
Foundation, Inc. 


The first Arsphenamines made 
in the United States were produced 
by The Dermatological Research 
Laboratories, of Philadelphia. 
Equal to the best Salvarsan pro- 
ducts ever imported, this early 
triumph of American chemistry 
has since been greatly enhanced by 
constant research and refinements 
in methods of manufacture. 


Judged from the standpoint of 
safety and therapeutic efficiency 
D. R. L. Arsphenamines are super- 
or products. 


For “Safety First and Qual- 
ity Always”’ specify D. R. L. 
Arsphenamine, Neoarsphena- 
mine and  Sulpharsphena- 
mine when ordering of your 
dealer. 


Booklet on 
“THE TREATMENT OF SYPHILIS” 


sent on request 


The Dermatological Research 
Laboratories 


1720-1726 Lombard Street, Philadelphia 


Branch of 


The Abbott Laboratories 
4753 Ravenwood Ave., Chicago 


New York Seattle 
San Francisco Los Angeles Toronto 
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SURGERY 


SAMUEL ORR BLACK, M. D., Spartanburg, 8. C. 


— 


4j 


INTRA-ABDOMINAL ADHESIONS 
Deaver—Surgery, Gynecology, and Ob- 
stetrics, October, 1923. 

The author believes that intra-abdominal 
adhesions are acquired and not congenital. 
He states that Jacksons membrane, Lanes 
kink and the like, result from a previous in- 
flammation, either pre-or post-natal. 

He states that adhesions may be con- 
structive as well as destructive. As an ex- 
ample of the former he points to the well 
known “walling off” process which is so 
frequently seen in acute infections, where- 
by nature prevents generalized peritionitis. 
Such adhesions are frequently temporary 
as they disappear with the exciting lesion. 
Another example of the constructive ten- 
dency is seen in the agglutinating and 
wound healing process in  anastamotic 
operations. This occurs through the med- 
ium of a fine layer or deposit of fibrin. 

Pathologic bacteria constitute a responsi- 
ble factor in, adhesion production. 

As long as the endothelial covering of the 
peritoneum remains intact there is no danger 


of adhesions, but should this be destroyed . 


by mechanical, chemical, or bacterial agents, 
the subendothelial vessels at once open 
a direct route from the adjacent tissues to 


the blood stream proper, and adhesions are 
quick to form. 


The most frequent site for adhesion 
formation is in the right upper abdomen. 
Here, the symptomatology is so frequently 
simulated by visceroptosis and neurosis that 
at times only the X-Ray will decide the 
diagnosis. 

Many of these adhesion cases present the 
symptoms of stasis and incomplete ob- 
struction rather than those of an inflamma- 
tory lesion. 

To prevent post operative adhesion 
formation he suggests cautious hemostasis, 
wise use of absorbable ligatures, gentle 
manipulation of the intra-abdominal organs, 
the constant use of warm moist tapes, and 
the prolonged avoidance of peritoneal and in- 
testinal exposure to the air. 

In addition he gets his patients out of 
bed as quickly as he considers it safe. 
This, of course, is to be decided by the 
degree of pathology present at time of opera- 
tion. Early locomotion has a tendency to 
break up loose adhesion formation. 

Suitable exercise, after leaving the hospi- 
tal such as golfing, swimming, and gymnas- 
tics also break up slight adhesions and possi- 
bly prevent the formation of others. 


ANESTHESIA 


By W. B. Ward, M. D., Rock Hill, S. C. 


I am afraid we neglect the choice of anes- 
thetic more than we should. There is too 
much of a tendency to have a routine anes- 
thetic with little regard for fine distinction 
between the several good ones. 

I feel that we should decide as carefully 
the anesthetic as the operative technique. 

We should have a good reason for our 


own choice and have backbone enough to 
use it. Not allow the patients to choose 
for themselves. It cheapens our profes- 
sion to say that a patient can take local or 
gencral as they choose. 

We believe in causing a patient as little 
pain as possible consistent with safety but 
do not allow them their choice of anesthetic. 
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INTERNAL MEDICINE 
By N. Barnell Heyward, M. D., Columbia, S. C. 


The attention of the profession of the 
state is called to one of our most recent 
therapeutic agencies, viz, deep therapy or 
the treatment of deep seated disease pro- 
cesses by means of the high voltage X-Ray. 
In comparatively recent times the technical 
difficulties incident to the giving of the 
high voltage doses of X-Ray have been 
overcome and the results (temporary per- 
haps have been most astounding and gratify- 
ing. Your hopelessly inoperable cancers of 
the breast, of the stomach, of the uterus 
and elsewhere need no longer be put upon 
sufficient doses of morphine to dull the pain 
and worry until death relieves the doctor 
and the patient. Now these pat’ents may be 
referred to some office or institution which 
has been equipped with the deep therapy 
outfit with the confidence that they will be 
benefitted far beyond your fondest hopes 
and in most cases that all symptoms will 
be completely or greatly relieved. Judging 
by what the writer has himself observed, it 
offers this class of patient a considerable 
prolongation of life and in undreamed of 
comfort. Perhaps it offers them relief for 
an indefinite period. And in conjunction 
with surgery it certainly offers the opera- 
ble patient the very best hope of a cure. 


In the treatment of many non-malignant 
disease processes deep therapy has proved 
to be our most valuable therapeutic agent. 
And new discoveries in the field are being 
made every day!!! Truly, the outlook is 
most encouraging. 


As a General Antiseptic 


in place of 


TINCTURE OF IODINE 


Try 
Mercurochrome--220 Soluble 


It stains, it penetrates, and it 
furnishes a deposit of the 
germicidal agent in the de- 
sired field. 


It does not burn, irritate or 
injure tissue in any way. 


Hynson, Westcott & Dunning 


Baltimore, Maryland 


X-RAY AND RADIUM LABORATORY 


X-Ray diagnosis and X-Ray and Radium Therapy. 


An ample supply 


of Radium in plaques needles and capsules and equipment for Deep X-Ray 


therapy. 


DR. A. ROBERT TAFT 
Charleston, S. C. 


Riverside Infy. 


Baker Sanitarium. 
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PROTEIN EXTRACTS 
in Paste Form 


OR the maximum of convenience in the diagnosis of hyper- 
sensitization to proteins use the Parke, Davis & Company 
line of Protein Extracts, Diagnostic. 


These extracts are put up in the form of paste with a glycerin- 
boric acid base. They are supplied in soft tin, collapsible tubes 
with a narrow outlet, so that a quantity no larger than a pin- 
head can be removed for the test without touching the remainder. 


The technique is extremely simple. All that it is necessary to 
do is to scarify the site of the test and apply a small quantity of 
the paste with the end of a sterile toothpick. No other form 
of protein extracts can be so easily applied without jeopardizing 
the accuracy of the test. 


As a further convenience these Protein Extracts are also put 
up in groups, so that the physician can test the patient’s suscepti- 
bility toward five or six of the proteins at once, thus materially 
economizing his own and his patients’ time. 


The price of these Protein Extracts is 50 cents a tube or $5.00 per dozen tubes, any 
assortment. The line consists of 146 Protein Extracts, of which 98 are from foods, 
6 from seasonings of various kinds, 11 from pollens, 17 from bacteria, 10 from hair, 
wool, or feathers, besides horse serum, bovine serum and tobacco. Control material 
is also supplied, containing only the glycerin-boric base and of course no protein. 


PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 


Protein Extracts Diagnostic, P.D. & Co., ave included in N.N.R. by Council of Pharmacy and Chemistry of the A. M.A. 
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Dr. Brawner’s Sanitarium 
Atlanta, Ga. 


For the treatment of Nervous and Men- 
tal Diseases, General Invalidism and 
Drug Addictions. Separate Department 
for the Custodial Care of Chronic Cases. 

The Sanitarium is located on _ the 
Marietta Car Line, 10 miles from the cen- 
ter of the City near a beautiful suburb, 
Smyrna, Ga. Ground comprise 80 acres. 
Buildings are steam Heated, electrically 
lighted and many rooms have private 
baths. 

RATES: 

Acute cases $35.00 to $55.00 per week. 

Chronic cases for custodial care $20.00 to 
$35.00 per week. 

Reference The Medical Profession of 
Atlanta. 

- ues. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Res. Physician. 
City Office: 

602 Grant Bldg. Atlanta, Ga. 


Broadoaks Sanatorium 


MORGANTON, N. C. 


A private Hospital for the treatment of Nervous 
and Mental Diseases, inebriety and Drug 
Habits. A home for selected Chronic Cases 


JAMES W. VERNON, M. D., Supt. and Resident Physician. 


Stosfpittal 


324 N. Main Street 
GREENVILLE, §. C. 


Completely and Modernly Equipped 
for the care of patients with operative or other diseases of the 


Eye, Ear, Nose and Throat 


Under the personal direction of 
DR. J. W. JERVEY 


be 

32 

3 

‘a 

how 

€ 

4 

4 

A i | Bek i | | | | 

: 

a 

3 3 

fig 

4 be 

t 
= 


